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Send the completed form and your check, made out to the American Psychological Association, or your credit card information to: APA Order Department 750 First Street, NE Washington, DC 20002-4242 All orders must be prepaid. Allow 4-6 weeks after the journal is published for delivery of a single copy or the first copy of a subscription. Emphasis on understanding positive emotions has gained recent attention for its promise to enhance human functioning and reduce suffering (Anderson, 2001; Seligman & Csikszentmihalyi, 2000) . Within this context positive emotion has been variously defined but includes feeling states that are often described as joyful, happy, transcendent, whole, connected, and the like. The positive psychology movement has generated a number of edited books and texts on the topic (e.g., Aspinwall & Staudinger, 2003 The general theme throughout this work is that focusing on strengths, rather than narrowly on problems, leads to positive emotional states and that psychotherapists already rely heavily on this fact, albeit without intention, to enhance patient outcomes. In keeping with this theme this emerging emphasis area suggests that therapists could provide more help if they intentionally attended to and systematically incorporated patient strengths into treatment (e.g., Seligman, 2002; Seligman & Peterson, 2003) . In its most recent form positive emotions can be characterized as falling into three categories: pleasure, engagement, and meaning (Duckworth, Steen, & Seligman, 2005) . Fitzpatrick and Stalikas (2005) , elaborating on this point of view, have suggested that the role and importance of positive emotions has been both misconstrued and underestimated in psychotherapy research and practice. For example, they argue that positive emotions in psychotherapy might best be viewed as generators of patient change rather than as mere indicators that change has occurred as a result of psychological interventions. They also suggest that regardless of the theory that underlies psychotherapeutic interventions, a variety of approaches result in the same mental/ emotional state-"broadening" (seeing a bigger picture). In fact, they suggest that a major reason that different therapies have similar outcomes is because they all produce broadened views, and that broadening is a common process across therapies and one that is closely linked with positive emotions. Fitzpatrick and Stalikas (2005) have elaborated on the "broaden-andbuild" theory posited by Fredrickson (1998 Fredrickson ( , 2001 , suggesting that it provides a heuristic for understanding and studying psychotherapy process. They argue that broadening is a common factor across therapies because many therapeutically beneficial change events across different theories can be understood as eliciting a broadening view of life and personal problems. Accordingly, a greater emphasis on positive emotions in psychotherapy theory, practice, and research could pay dividends for patients because of the connection between a broadened view and positive emotions in psychotherapy. The broaden-and-build theory proposes that positive emotions and broadening engender one another; the experience of either leads to the other in an upward spiral (Fredrickson & Joiner, 2002) .
We attempt here to explore ways in which theoretical and practical emphasis on positive emotions could be further integrated into humanistic/ experiential therapies. We believe that if clinicians, researchers, and theorists within the humanistic traditions accepted the idea that placing greater emphasis on patient positive emotions would be helpful for clients, it would change clinical practice and research efforts aimed at identifying critical processes for positive patient outcomes. First, we summarize what
we view as central propositions in the experiential therapies. We then summarize our understanding of the place of positive emotions in these psychotherapies. We end with suggestions for future psychotherapy research.
DO HUMANISTIC APPROACHES ADDRESS THE ROLE OF POSITIVE EMOTIONS IN PSYCHOTHERAPY?
The humanistic paradigm encompasses many approaches including client-centered, gestalt, existential, and the experiential therapies. Nearly all of these emphasize the importance of therapist attitudes for creating an atmosphere where growth will be maximized (e.g., Bozarth, 1990; Rogers, 1959; Watson & Greenberg, 1994; Wheeler, 1991) . Client-centered theory asserts that in the context of an understanding, warm, respectful, accepting, and genuine relationship, a primary consequence for the client is a deepening of experiencing and eventual integration and health. This ability to access experiencing is not only one of the central goals of the therapy session, but also an aspect of the fully functioning person for whom emotional processing is maximized. Rogers (1961) suggested that the likely outcome of such a safe atmosphere would be a highly fluid, relativistic, and individualistic person, who is willing to recognize and be what he or she is. In this regard, the person in therapy becomes more open to a fluid inner experience rather than becoming "adjusted" or "happy." In this view self and personality are derived from experiencing rather than directing it. Such experiencing is often surprising or unpredictable to the client, and complex, with complicated blends of both "positive" and "negative" emotions. As Rogers describes it, the client "is increasingly listening to the deepest recesses of 'his' physiological and emotional being, and finds 'himself' increasingly willing to be, with greater accuracy and depth, that self which 'he' most truly is" (pp. 175-176).
The fundamental assumption of client-centered therapists is that clients are at their core motivated toward becoming more balanced, healthy, mature, and self actualized. In this sense, client-centered psychotherapy puts the client at the center of the change process as a person who will lead the way toward health, if provided with a suitable atmosphere. Bohart and Tallman (1999) go even further in expressing a positive view of the person who comes to therapy by emphasizing that clients are self healers who do not merely make themselves available for treatments that are administered to them but are personal change agents. The traditional client-centered view eschews the disease model of disorders as well as the idea that clients are the passive recipients of treatments.
A P A P R O O F S
This positive view of patient strengths and abilities is highly consistent with the (re)emerging interest in positive psychology and positive emotions. These two fields of study have much in common. What would appear to be at odds with the current emphasis on positive emotions, from the perspective of traditional client-centered psychotherapy, is the idea that something needs to be added to or sharpened in therapy in order to increase the likelihood of positive feelings emerging in the client. Certainly in this context most client-centered therapists would not imagine an advantage for the client in turning the client's attention away from feelings that are present in favor of directing the client toward a subset of positive feelings. Pushing clients toward positive feelings through homework assignments and the like is an anathema to the client-centered psychotherapist. What is most important to the client-centered therapist, if anything, would be to help the client stay with feelings that are typically avoided, difficult to express, and risky to expose and explore. Such avoided feelings are rarely labeled positive, but would be prized by the client-centered therapists. In this regard, we would find it surprising if client-centered therapists would embrace the offerings of positive psychology as they relate to psychotherapy practice and outcome. By and large, the offered interventions of positive psychology would seem most appropriate for persons who are not in psychotherapy, but who wish to increase their ability to forgive, remember their strengths, and so forth.
It is important in this context to note the substantial research base on the efficacy and effectiveness of client-centered therapy for diminishing symptoms of pathology and enhancing client well-being. The efficacy of client-centered psychotherapy for the client rests on 50 years of outcome and process research with a notable number of studies measuring changes in positive emotional states (Elliott, Greenberg, & Litaer, 2004; Smith, Glass, & Miller, 1980; Truax & Mitchell, 1978) . Few therapies have such a long, storied, and successful research base, but beyond this is a strong theoretical basis within the Humanistic movement and its broader applications (Taylor, 2001) . Around 50% of clients who are involved in clientcentered psychotherapy can be expected to have a clinically meaningful improvement in their functioning . In the terms of positive psychology these persons can be expected to find more pleasure, engagement, and meaning in life. Variations on client-centered treatment have also been developed and applied across a variety of client samples.
Experiential therapy deviates from traditional client-centered methods because experiential therapists believe traditional client-centered therapy is limited in its ability to facilitate (with some clients) exploration of feelings and meaning as experienced by the client. Valued methods ("tasks" of therapy) include therapist actions that enhance or speed-up client contact with themselves. Therapists operating from this frame of 
reference believe they can surpass the contributions of the therapeutic atmosphere created in client-centered therapy by instituting more active interventions that deepen experiencing, and in so doing become more directive. Even in this more directive treatment, however, interventions are limited to helping the client access and deepen experiencing of warded off or avoided "negative" emotions rather than guiding them toward positive ones (Greenberg, Rice, & Elliott, 1993) . The process of experiencing originally articulated by Roger's (1961) , developed by Gendlin (1981 Gendlin ( , 1996 , and further articulated by Greenberg et al. (1993) , represents a strong commitment to discovering and valuing what exists in the client; in particular, what the client rejects and runs from. Experiential therapy expands upon client-centered therapy by noting explicit "markers" that identify moments in the course of therapy that might call for the instigation of specific directive techniques for deepening experiencing connected to unfinished business, resolving conflicts, and similar problems. For example, Elliott, Watson, Goldman, and Greenberg (2004) , in their elaboration of emotionally focused psychotherapy, emphasize three psychotherapy tasks related to the use of Gendlin's description of focusing. Difficulty in focusing provides a marker for the task of clearing a space. The marker is present when a client is either switching from feeling too intensely to being too distant from feelings, or simply lost or blank. In the former case a directive intervention would be characterized by an intervention such as, "Can you imagine pushing the anger into a corner? Take a minute to see if you can do that" (p. 171). Other types of interventions follow successful completion of each phase, helping clients become more aware of and clear about the felt meaning of experiences. Engagement in such tasks often results in experiencing of more positive emotions, such as relief. One could say that the consequence of these directive measures is positive emotion, and certainly therapists spend considerable effort at directing clients to notice the presence of such emotions when they emerge. This is frequently done through reflection of feelings that are expressed by clients. "You seem to like yourself more when you take the risk of letting others know just who you are than by presenting a façade or impression of who they would like you to be?" or "You feel proud of yourself when you behave in accordance with your own sense of what is right, even if it feels at the time quite risky."
It has been observed that many clients experience a partial resolution after they come to identify their feelings. "Such a feeling 'shift' typically involves physical easing, a sense of freedom or satisfaction, or perhaps a feeling of completeness" (p. 184). Such shifts are often indicated by a deep sigh or other sign of physical tension release. This sort of change (that includes the emergence of positive emotions) brings the client closer to resolution of a problem, but does not, in itself, indicate change has occurred. Elliott et al. (2004) provided an exhaustive review of studies of experiential and client-centered therapies. Their findings suggest that experiential techniques may indeed enhance the effects of client-centered treatment and result in substantial positive outcomes. It should be noted, however, that around 80% of the time spent in experiential therapies is devoted to an accurate understanding of the client's felt meaning of experience. Additional research, especially by researchers outside of those associated with the Greenberg research group, is needed before we can be certain of the effects of using these more focused and directive interventions.
WHAT COULD POSITIVE PSYCHOLOGY ADD TO AN ALREADY POSITIVE EXPERIENTIAL THERAPY?
The challenge of incorporating positive emotions in experiential psychotherapy is not made easier when one considers the kinds of methods for enhancing such emotions that are reported in research investigations on non patients. For example, Burton and King (2004) asked participants to spend 20 minutes a day to write about positive experiences. Emmons and McCullough (2003) asked participants to write five things for which they were thankful every week for 10 weeks. In a follow-up, participants kept a gratitude journal daily for two weeks. In similar research, Lyubomirsky, Sheldon, and Schkade (2005) explored a "count your blessings" intervention one to three times a week, or asked participants to engage in acts of kindness. On the basis of such research, Duckworth et al. (2005) show little hesitancy in touting the bright future of positive psychology for clinical practice. Despite their optimism and assurances of the importance of such research they also note that their review of research turned up only a single study applying techniques to patients who had a clinical diagnosis. Unfortunately, that study (Grant, Salcedo, Hynan, Frisch, & Puster, 1995) applied bibliotherapy and had no control groups. The positive psychology research literature on which one might hope to base decisions about incorporating positive emotions into humanistic therapies is sadly lacking.
Clinically speaking, experiential therapists value the highly personal encounter with each individual who enters psychotherapy and the importance of moving along through the phases of treatment without the pressure that comes with the goals of deciding beforehand what is right for the patient to feel. Despite the use of directive techniques, high value is placed on what is rather than what should be.
Incorporation of positive emotions in experiential therapies is further confounded by the fact that positive emotions are not invariably positive. As Norem and Chang (2002) point out, the situation is more complex. For 6 Lambert and Erekson tapraid5/int-int/int-int/int00208/int2045d08z xppws Sϭ1 5/5/08 6:56 Art: 2008-0032
example, their research on defensive pessimism suggests, "There are potential benefits and costs of optimism and pessimism or positive and negative thinking (as they are variously defined); but several factors often combine in ways that lead to overemphasis on the merits of optimism and underemphasis on its potential costs" (p. 994). A similar conclusion is reached by Held (2002) who suggests that the tyranny of positive attitude makes an empathic therapeutic relationship (that allows for the expression of "negative emotions") a helpful antidote in a society that makes having negative feelings a moral failure. She questions the inevitable value of the positive to both mental and physical health. This is certainly a position that is consistent with the experiential therapies.
Given that client-centered and experiential psychotherapies already embody the highest regard for client's strengths, it is not yet known whether drawing on positive psychology research and theory will provide therapists with intervention strategies that are useful with a substantial number of clients. However, it is also apparent that certain eclectic variations on these therapies are finding widespread exposure and use. Hubble and Miller (2004) , for example, propose that therapy will be most productive for clients if therapists (a) are good at speaking in the client's language, idioms, and phrases, (b) ask clients to state their goals and make these goals central in therapy (rather than imposing their own), (c) orient the conversation around what the client did that worked in the past, or what they believe will work in the future (i.e., understand and use the client's personal theory of change), (d) possibly suggest other solutions that are consistent with the client's theory of change. The therapeutic methods proposed by these authors represent a blending of basic client-centered therapy, especially empathy, with a high level of directiveness aimed at using client strengths. Such approaches are usually very time efficient (Lambert & Johnson, 2000) and deviate significantly from traditional client-centered treatment. They certainly seem to incorporate, as a central principle, client strengths and positive emotions far more actively than client-centered and experiential psychotherapies.
Unfortunately solution-focused treatments such as those advocated by Hubble and Miller (2004) do not have a body of outcome research that have tested the extent to which the incorporation of such methods systematically enhances patient outcome. It is too early to tell if such interventions are unusually effective or even as effective as methods that focus more on "negative" feeling states. In a comparison between solution-focused psychotherapy practiced by Lyn Johnson (with its emphasis on client strengths and health) and mixed forms of other traditional approaches offered by trainees, there was a clear advantage in the speed of client recovery for the strength-based approach, but no evidence for ultimate superiority (Asay, Lambert, Gregersen, & Goates, 2002) . In this study of naturalistic A P A P R O O F S therapies, with no random assignment of patients or any control over the degree to which positive emotions were emphasized, interpretation of the results is very difficult. Difficulties in incorporating techniques aimed at generating positive emotions into clinically based psychotherapy abound. As Resnick, Warmoth, and Serlin (2001) suggest it is a challenge to make therapy focus on the positive when clients make appointments at a time they have considerable pain and frustration. "We're concerned that our compassionate attention to their pain may have the regrettable effect of reinforcing their secondary gains as victims and their identification with being wounded. We want to reinforce them on their positive feelingsnot just help them work through anxiety but to strengthen their courage, not just to eliminate a frustration but to inspire a creative enthusiasm for the challenge"(p. 86). They note the techniques that seem most promising include teaching, directing, retraining, and educating clients about body awareness of positive states, the use of positive words such as empathy, forgiveness, and courage, as well as the importance of lifestyle changes that include the use of relaxation, meditation, yoga, hot baths, and the like.
We note that incorporating some of these methods into an eclectic treatment that is primarily client centered is not uncommon, and some activities, like meditation and relaxation, rest on a firm empirical base. Others have no support (e.g., hot baths) and are based more on common sense than experimentation. Many other methods could be incorporated and do seem compatible with client-centered principles, although they call for the therapist to move from traditional client-centered processes of accompanying the client toward directing and teaching the client. Here we would include uses of acceptance and commitment therapy (ACT) and functional analytic psychotherapy (FAP) as described by Follette, Linnerooth, and Ruckstuhl (2001) . ACT is basically client centered but includes behaviorism, gestalt techniques, and Buddhism to direct people to their higher potential. FAP on the other hand focuses on the client therapist relationship, clarification of client values, and direct reinforcement of social skills related to creating close meaningful interpersonal relationships.
CONCLUSIONS AND RECOMMENDATIONS FOR RESEARCH AND PRACTICE
We believe that experiential psychotherapies do not underestimate the importance of positive emotions but remain open to the incorporation of A P A P R O O F S specific methods that increase the likelihood that positive emotions will emerge in clients who enter experiential treatments. The issue for us really comes down to what works best for the client. At this point in time, it is too early to tell if interventions drawn from positive psychology should be implemented in experiential practice. Certainly, the dearth of empirical evidence argues against incorporation based on empirical evidence. At this point in time our position is consistent with that stated by Greenberg and Paivio (1997) , who suggested that, "Interest, excitement and joy . . . often arise as the result of a therapeutic change process, rather than part of it. They are the end point of a change process" (p. 263). Nevertheless, increased focus on techniques within the humanistic psychotherapies that direct patients toward their own positive emotions is understudied and could become the focus of future research. The motivation to undertake such research is likely to remain low because most methods that have been studied appear to be most appropriate for persons who are not in substantial pain and because the use of such techniques remain objectionable on philosophical grounds. Research awaits the development of interventions that can blend with the philosophical underpinnings of the humanistic tradition. 
